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SUMMARY
Injury by contaminated sharp instruments and needles constitutes a major occupational hazard for healthcare
workers. In a confidential survey at a district general hospital, 300 healthcare professionals were asked about their
personal experience of needle-stick injury and their attitudes to reporting.
279 individuals responded, of whom 38% had experienced at least one needle-stick (mean 1.8) in the past year
and 74% had sustained such an injury during their careers (mean 3.0). Although 80% of respondents were aware
that such incidents should be notified, only 51% of those affected had reported all needle-stick injuries. Doctors
were less likely to report than nurses, despite a higher liability to injury.
This survey adds to evidence of a culture of silence pertaining to needle-stick injuries. The consequent risks to
health, and the ethical and financial implications, remain uncertain.
INTRODUCTION
The National Audit Office report A Safer Place to Work1
highlighted the risk to National Health Service (NHS) staff
posed by contaminated ‘sharps’. Needle-stick injuries are
the second most commonly reported adverse incident
within the NHS (17%), and constitute a major hazard for
the transmission of viral disease—hepatitis B and C and
HIV. They are also a potential source of transmission of
prion diseases. The risk of transmission of hepatitis C (3%),
hepatitis B (30%), and HIV (0.3%) from the patient to the
healthcare worker depends on the viral load of the patient
and the amount of blood that passes from one to the other.2–4
The prevalence of these viruses in the hospital patient
population and in healthcare workers is uncertain. We
conducted a survey of exposure to such injuries and of
reporting practices in a district general hospital.
METHODS
The Lister Hospital, Stevenage, is a 512-bedded acute
district general hospital within the East & North
Hertfordshire Trust providing a full range of core NHS
services. A report by the Commission for Health
Improvement had praised the Trust for worthwhile progress
in clinical risk management, at both strategic and
operational levels. A confidential questionnaire (available
from authors) was posted between October 2002 and May
2003 to 300 healthcare professionals in clinical work (175
nurses, 125 doctors).
RESULTS
279 (93%) of the 300 questionnaires were completed
correctly. In total, 158 (57%) of the 279 respondents had
sustained one or more needle-stick injuries in their careers,
115 (38%) in the past year (mean 1.8). Of these individuals,
80 had reported all of them (22 doctors, 58 nurses), 41 some
of them (23 doctors, 18 nurses) and 37 none of them (25
doctors, 12 nurses); thus doctors were less likely to report
injuries than nurses. Only 51% of those affected had reported
all injuries. The principal reason for non-reporting was a low
perceived risk of transmission of infection (Table 1). Almost
everyone in the study (94%) acknowledged the benefits of
early reporting concerning themselves, but only 61% thought
that early reporting would benefit the patient. 79% were
aware that the Trust had a policy on reporting though not all
had seen it.
DISCUSSION
The rate of needle-stick injury revealed by this small local
survey is disturbing. It is higher than that reported
elsewhere.5,6 Institutional reports, moreover, have been
deemed to underestimate actual injuries by about 50%.7,8
Although doctors and nurses are aware of the benefits of326
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early reporting, a culture of silence persists.9 The exact
reasons for under-reporting remain unclear.18 Doctors,
who are less likely to report than nurses, may be more
inclined to make their own risk assessment before deciding
how to proceed. Workload pressures and time constraints
are likely to cause both needle-stick injuries10,11 and under-
reporting. Our survey does not indicate whether the advent
of safer needle devices,12–14 has lessened the risk of injury.
Initial studies indicate these devices to be cost-effective, and
introduction in some hospitals in the United States has
become compulsory.15–17
Mandatory post-exposure testing of healthcare profes-
sionals, although theoretically simple, in practice presents
complex moral, ethical and legal dilemmas. Those who
become infected are at risk of being uncompensated and
deprived of gainful employment. Unless specific infective
incidents can be identified, neither employer nor insurance
company is likely to be generous.
The responsibility for protection against lethal viral
pathogens lies partly with the healthcare workers, who must
handle sharps carefully18,19 and adhere to guidelines. The
employer, in turn, has a duty to provide a safe
environment, to educate all employees about the risk of
viral transmission20 and to enforce reporting of all
incidents.21,22 Simple, rapid, confidential access to post-
exposure tests must be made available. In the event of
injury the onus of taking blood and getting consent from the
involved patient should not lie with the healthcare
professional. There must be a clear and adequate
compensation policy. Occupationally acquired HBV and
HIV infections require swift action in confidence and
without prejudice.23
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Table 1 Reasons for not reporting needle-stick injuries
Reason for not reporting Doctors Nurses
Very low risk of transmission at the time 70.8% 39.3%
I could not spare the time 22.9% 17.8%
I could not be bothered 18.7% 3.6%
Low incidence of HIV/Hep B/Hep C in my
patient group
18.7% 7.1%
Did not know I had to 8.3% 7.1%
Did not know how to 8.3% 7.1%
Afraid positive result would affect my career 6.2% –
Other 16.7% 17.8%
